In October 1990 East and West Germany were reunited. Economic pressures, civil unrest, and the decision of the leadership of the USSR not to back further repression brought down the East German government. With Soviet consent reunification became possible.
This seemed the best of all worlds for stability in central Europe and freedom and prosperity for the East Germans. However, the path to such bliss turned out to be thornier than many imagined. East Germany had to accept that virtually all legal, administrative, and political structures would be changed according to the West German model. Unemployment, short time working, and migration to the western part (especially of skilled workers) are some of the problems plaguing the five new federal states.
Restructuring the health service might not have been considered the biggest problem under these circumstances, but the structure of eastern Germany's health service differed greatly from its western counterpart. Some of its elements were considered positive by trade unions and social democrats in western Germany and by most in the east. Changes would immediately affect large numbers of people. Time for preparation and negotiation was very short between the opening of borders in 1989 and the final decision to reunite the countries in 1990. The health service and its restructuring were more controversial than many other equally fundamental changes. 
Problems of change in eastern Germany
The biggest problem facing the East German health service is its financing. The number of contributors to insurance has dropped and their income levels are lower. To avoid subsidy to the new federal states, wages and reimbursement levels for items of service (initially 45% of levels in western Germany) have been limited. Patients' payments towards drugs and dental treatment have been phased in. The German pharmaceutical industry agreed to contribute towards drug expenditure should this exceed a certain limit, but this will probably cover only about 12% of expenditure.45
The introduction of the West German insurance system created further difficulties. Setting up its administration and introducing the billing process was done by the organisations involved in running the West German health service "adopting" an area in the east. An insurance society, for example, would train staff and offer ongoing technical support. For the first year, payment to health centres took place on the basis of their expected level of activity. All are expected to produce ongoing returns for the billing systems to allow corrections. The amount of new paper work that was required proved to be a major stumbling block, with up to 30% incomplete returns. 6 Changing a health service of employees into one of independent contractors (an aim incorporated into the reunification treaty) means that advantages of an integrated model of primary care are being exchanged for the isolation of the singlehanded independent contractor (the predominant type in western Germany). Health centres with employed doctors are allowed to continue until 1995, after which there are no plans. The pressure on doctors to become independent contractors and to do so soon is therefore enormous. About half of all primary care doctors had done so by October 1991, but many of the others are unlikely candidates for this step. Age over 50 and poor health are two factors making the application for a commercial loan to finance the change unsuccessful or unwise. Many of those doctors will still be around in 1995. Their future is uncertain and their morale is low. Doctors who have become independent with a loan are under pressure to produce more items of service to pay for it.
Planning is difficult. Health centres lose doctors, their case load falls, and income with it. Some local authorities are wary of committing resources to the "employed sector." This leads to further discrepancies likely to deter patients. Previous assessments of the commercial viability of large health centres389 have become of little value with the rapid change in circumstances. Lower wages and reimbursement are leading to shortages of skilled staff-nurses, for example-in eastern Germany, and will also limit investment by independent contractors and health centres in equipment and buildings.
Conclusions
The level of service and the material conditions for patients should gradually improve within the eastern German health service as a consequence of reunification. Independent contractors may be more responsive to changes than the larger health centres. However, the social benefits of employee status will be lost for independent contractors. Older doctors face an uncertain future after 1995.
The existing unease within the western part, with the deficiencies of its own structure of primary care, its financing, and its drug market, has been suppressed. The need to have the same system in both Germanies has at least temporarily stifled the debate. Not even the well organised training for general practice in East Germany survived reunification despite the fact that Germany will soon have to comply with European Community rules on the minimum further training of general practitioners.
The potential of a well resourced, integrated primary care system within health centres has been virtually ignored. If some of the larger health centres manage to survive and function until 1995 the case in their favour might be strengthened. The differential pay levels have created a drain of qualified staff such as nurses to the western states.
Reunification of two different health care delivery systems with one halfon lower income and expenditure has thrown many of the problems of the western system into sharp focus. At the same time the speed of the changes has made it almost impossible to evaluate and incorporate those aspects of the East German health service that were positive. If it was established that a couple did wish to have children they were asked to consider the following possible scenarios.
(1) The partner of an HIV positive haemophilic patient could remain HIV negative and have an uninfected child. The haemophilic partner might die earlier from progression of HIV disease than would normally be expected but the mother would have a child which she might otherwise not have had.
(2) The mother might become infected with HIV but the child could be uninfected and possibly become an orphan.
(3) Both mother and child could become infected with HIV, resulting in all three family members being infected.
(4) The woman could have artificial insemination with frozen semen from a screened donor so that she could experience having a child which she and her partner could share without the risk of HIV infection. If the child was a girl she would not be a carrier of haemophilia.
For those who felt that they wished to take one of these risks and proceed to have a child it was advised that they should practise safer sex-for example, using condoms at all times except at ovulation. The use of ovulation kits was recommended (and these have been provided at the Royal Free Hospital since 1988) to reduce the risk while attempting to achieve pregnancy. HIV testing of the mother was offered at three months' gestation if the couple had indicated that they would prefer to terminate the pregnancy in the event of her seroconversion. Provided the mother remained HIV negative and continued to use safe sexual practices
